This paper presents an overview of linked projects concerned with training of therapists in the Conversational Model"2, and with comparative evaluation of the model and a cognitive-behavioural method in the treatment of depression and anxiety3'4. These studies demonstrate that therapist training and treatment effects can be studied methodically and rigorously in a way more commonly associated with behavioural and cognitive treatment, while still following therapeutic principles and procedures derived from a theoretical model which puts the person and personal relationships at the centre of its theoretical emphasis. The Conversational Model is described in more detail elsewhere5'6. It involves a process of interpersonal learning through a focused 'conversation'. The emphasis is on the patient's feelings and interpersonal problems which are expressed in the 'here and now' of the therapeutic relationship, and are not merely 'talked about' in a detached way. Problems are explored and solutions sought through the relationship between the therapist and the patient, learnt solutions being generalized to relationships outside therapy.
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A number of specifiable behaviours are desirable for a therapist to work within the model: the patient must be given a clear framework so that he or she knows what is expected of him or her, and what to expect of the therapist. These framework-giving remarks occur at the beginning of the initial interview and at appropriate points in subsequent interviews. The initial conversation should result in a clear therapeutic contract by the end of the first session.
The therapist adopts certain conversational strategies which include: (1) the use ofstatements rather than asking questions; (2) expressing his or her understanding of the patient's feelings in a way which allows correction ('negotiation'); (3) expressing involvement in the therapeutic dialogue by using first person pronouns (I and we); (4) deriving suggestions from what the patient has said or done: hence the importance of recognizing verbal and non-verbal cues; (5) making informed guesses about how the patient might be feeling, based on such cues ('understanding hypotheses'); (6) linking areas of the patient's experience ('linking hypotheses'), with particular emphasis on links between the therapeutic relationship and other relationships so that insights and new solutions to interpersonal problems will generalize from therapy to these other relationships; (7) suggesting possible causes or reasons for behaviour ('explanatory hypotheses'); (8) active focusing on immediate experiences and frequent use of metaphor to enh-ance the immediacy and 'wholeness' of experienced feelings.
Clarification of Conversational Model and training: the Manchester studies
Three interlinked studies have been carried out by the Manchester research group to clarify the Conversational Model and then to develop and evaluate the teaching of this model. Clarification of the model The first study' was an attempt to describe formally the distinctive features ofthe Conversational Model, specifically by comparing a group of psychiatrists trained by Dr Robert F Hobson and thought by him to be proficient in the Conversational Model with a comparison group of eclectic psychiatrists with equivalent experience who had not been exposed to Hobson's teaching.
This study included a detailed preliminary phase when a previously available general description of the Conversational Model' was further developed by Hobson and the team of researchers. This phase included the development of operational definitions of the therapist behaviours to be compared. Rating scales were developed which allowed each therapist statement (roughly equivalent to a minimal grammatical sentence) to be rated in six domains: (1) cue recognition; (2) therapist involvement (use of 'I' and 'we'); (3) negotiation; (4) function; (5) 
A further series of ratings for relevant behaviours at the beginning of interviews and during contract formation were also developed. All rating scales were developed to the point where they could be used highly reliably'.
Five 'model' therapists were compared to 5 comparison therapists, each seeing 4 patients selected from a university outpatient clinic. Patients were seen for one assessment interview and on at least four further occasions. The patients presented with minor affective disorders in which problems in interpersonal relationships were thought to play an important part either in causation or as maintaining factors. The patients were aged between 18 and 50 years, and those showing evidence of schizophrenia, organic brain disease, psychopathic personality, drug addiction, or severe phobic or obsessional symptoms were excluded. Each patient was assessed using the Clinical Interview Schedule7.
All 200 interviews (10 therapists x 4 patients x 5 interviews) were videorecorded and the initial interviews and two random 15-minute segments from the second and fourth interviews were transcribed and rated. There were no significant differences in severity of disorder nor in respect of specific symptoms between the patients seen by the two groups of therapists. Four-way univariate analysis of variance were used to test for group effects, and a check was carried out using Schweder and Spjotvoll's8 P-plot technique to determine the likelihood of differences between groups being inflated by intercorrelations of the multiple measures. Nine of 20 predictions concerning behaviours expectedly more frequent in 'model' therapists were upheld: specifically, all three style variables showed significant differences, and the differences in the use of 'understanding hypotheses' were especially marked. Predictions concerning behaviours expectedly less frequent in 'model' therapists were not upheld, largely because these behaviours were also infrequent in the comparison group. Comparison of the therapists with Hobson's own interviews, as measured on the function code profile, showed marked stylistic similarities between Hobson and the model group, but not with the comparison group.
Development of teaching material
From this preliminary study, it was possible to identify key behaviours of the conversational model and develop a teaching package of three videotapes and written material9. Behaviours showing significant differences in the first study form the core of the teaching material, although some additional introductory material was used as the trainees were less experienced than the psychiatrists from the original groups studied.
The first videotape was a compilation of examples of desired behaviours with a written descriptive summary. The second videotape showed these techniques in one interview, interspersed with comments from a narrator and caption subtitles. The third tape used a 'microcounselling' method based on the work of Ivey"0. This tape showed further examples of key behaviours with a structure allowing the trainees to practise different types of intervention with a teacher.
Evaluation of teaching (I): The first evaluation was carried out using 12 teaching hospital trainees working with Dr Hobson during their first or second year of psychiatric training2. The trainees used the teaching package and then joined a supervision group for 8 weeks to study their own psychotherapy interviews recorded on videotape. Each trainee was assessed on three occasionsbefore and after the videotape package and then after the additional sessions of group supervision. These assessment interviews involved three interviews with simulated patients, each lasting for 20 minutes, in the form of an assessment interview with a depressed person.
The teaching package produced significant differences in the use of statements rather than questions; the use of 'I' and 'we' to show therapist involvement; and the use of understanding hypotheses. Negotiation, active focusing on feelings, and focusing on the here and now, changed with the combination ofboth teaching elements. Initial interview behaviours and contract formation also improved with videotape teaching alone.
Ten key behaviours were used to follow the changes in individual trainees. Eleven of the 12 trainees changed in the desired direction (P< 0.003, sign test). Most trainees showed large changes after the briefvideotape package alone, but 2 did not maintain their initial high level of change through the supervision group and one trainee showed a small drop from an initial high level which recovered during the group supervision phase.
A concurrent study of the influence of pre-existing attitudes to treatment showed only that biological orientation" was negatively correlated with change scores.
Evaluation of teaching (II): A second study was designed to replicate these findings in a group of 12 non-teaching hospital trainees (Margison, Allen and Hobson, 1984, unpublished) . The group was divided into those receiving teaching from a trainer experienced in using the videotape package and a variety of trainers each using the videotape package for the first time (these included two consultant psychotherapists, one consultant general psychiatrist, two senior registrar-lecturers, and one registrar). The main finding of this study was that the package was, if anything, marginally more effective when used with non-teaching hospital trainees, perhaps because of the slightly lower baselines on many behaviours. No differences were detected in relation to trainer experience or between UK-graduate and non-UK-graduate trainees.
Combining the data from both studies (n = 24), the videotape package changed all but two desired behaviours in the predicted direction. The exceptions were (1) trainees' statements being related to a verbal. cue from the patientthis failure may reflect insensitive rating scales; and (2) use of linking hypotheses, which occurred at low base rates. Further work is in progress to evaluate the longterm effects of this teaching on psychotherapeutic interview style.
Overview ofManchester studies This project has identified an operationally defined and measurable set of behaviours consistent with a previously described model of psychotherapy. These behaviours were then shown to differentiate psychotherapists who had been trained in the Conversational Model from those who had not. A teaching package was then developed which, either in combination with group supervision or without, leads to significant changes in interview behaviours in the desired direction. On the limited sample so far studied, there appears to be no difference between teaching hospital and non-teaching hospital trainees, or between UK and non-UK graduates, in the acquisition of these skills. Also, the videotape package was equally effective in the hands of trainers with or without previous experience of its use. This generality probably derives from the training being simplified to a set of key behaviours and principles. However, further experience in the supervised application of these techniques and principles in a variety of clinical settings is required.
Evaluation ofthe Conversational Model: the Sheffield Psychotherapy Project Having shown that the Conversational Model can be specified in terms of measurable components, and taught to trainee therapists, the next step is to evaluate the effectiveness of the treatment. The Sheffield Psychotherapy Project' has done this by comparing the Conversational Modeltermed 'exploratory therapy' -with a cognitive-behavioural treatment entitled 'prescriptive therapy', which was designed to represent the cognitive and multimodel behavioural therapies12 which emerged from the Shapiro and Shapiro13 meta-analysis of outcome research as particularly promising.
The project was designed to secure maximal control over patient, therapist and 'nonspecific' factors which may account for the variability between previous comparative outcome findings, and to give both treatments an equal chance of demonstrating their efficacy in the treatment of the minor affective disorders which are widely treated by psychological therapy. A crossover design was selected, in which each patient was seen by the same experienced therapist in two blocks of 8 consecutive weekly sessions, one for each treatment. Since the primary purpose was to compare the processes and outcomes of different therapies, and in view of evidence for the overall efficacy ofpsychological treatments1' andthelogistic and ethical difficulties associated with placebo or no-treatment controls in a realistic clinical setting, no such control groups were employed.
Method
The methods of the project are described fully elsewhere', but a summary follows:
Design: Each of 40 patients underwent an intake assessment and then was randomly assigned to receive either exploratory or prescriptive therapy in the first 8-session period. After a midtreatment assessment, patients then received the alternate treatment for a further 8 weekly sessions, followed by a post-treatment assessment and a further follow-up assessment three months after the end of treatment. Patients: Inclusion criteria specified a total symptom score of14 and an absence ofobsessional or psychotic symptoms on the PSE, a continuous history of psychological disorder not greater than two years, no significant recent change in psychotropic medication, current employment in a professional or managerial job, and complaint that work was affected by psychological problems. Implementation: All therapists were clinical psychologists with prior training in both cognitivebehavioural and relationship-oriented therapies. A 15-page manual was written for each treatment. Project therapists met weekly for peer supervision to maintain treatment quality and adherence to the manuals. Outside expert practitioners of the two treatments took part in many of these sessions. Treatment manuals and supervision sessions paid particular attention to structuring each treatment as an 8-session entity and to negotiating the transition between treatments, which was explicitly discussed with patients. A fuller discussion of treatment in this research context, as seen from the practitioner's perspective, is presented elsewhere21.
Measures: Each assessment measured psychiatric symptoms via the Present State Examination
Treatments: The treatment of an illustrative case is presented in detail by Parry, Shapiro and Firth22. Exploratory therapy followed the Conversational Model, as outlined above. The Sheffield implementation of the model emphasized interpersonal problems arising within professional and managerial employment23'24.
Prescriptive therapy emphasized the provision by the therapist of self-management strategies for application by the patient. In contrast to the Conversational Model, the focus of therapy was upon the patient's behaviour outside the sessions. A wide range of techniques was outlined in the manual, divided into four areas: (1) anxiety control training25, including relaxation, anxiety management and graded exposure to anxiety-provoking situations both in imagination and in vivo; (2) self-management procedures26, including contracting, behavioural tasks, guidance on changingthe environment (e.g. via time-tabling), self-monitoring (e.g. via diaries), and assertion training; (3) cognitive restructuring27'28, including systematic rational restructuring, engendering more realistic goals and norms, engendering expectations of controllability, and challenging dysfunctional attributions; (4) a job-strain package, including analysis and reduction of friction at work, cognitive and thought-stopping methods of countering worry, time management and cognitive restructuring of work attitudes, delegation training, and functional analysis and remediation of concentration and memory problems29 -31. With each patient, elements were drawn from each of the four areas; there was no expectation that every technique could be included within 8 sessions. Maintenance strategies were emphasized throughout, with the explicit rationale that therapy provides the patient with resources which he or she must continue to apply and develop after the completion of treatment.
Therapists' verbal response modes in the two treatments To demonstrate empirically the difference between the contents of the two treatments, Hardy and Shapiro3 classified therapist utterances during excerpts taken at random from the recorded sessions in terms of their interpersonal functions or intents. This was done by having coders classify each utterance in accordance with the revision by Shapiro, BarkhamandIrving32 ofElliott's33 HelperBehaviour Rating System. Such 'verbal response mode' systems have the advantage of being defined independently of psychotherapeutic theory. However, the Shapiro et al. system32 incorporates a response mode (exploration), intermediate in 'depth' between reflection and interpretation, designed to capture the shared frame ofreference emphasized by the Conversational Model, and similar to the 'understanding hypothesis' rated in the Manchester studies.
There was considerable evidence that therapists adhered to the treatment manuals. There were substantial and significant differences in the proportion of therapist utterances falling into each category in the two treatments, in accordance with expectations. There was greater use of interpretation, exploration and process advisement (guiding the patient's behaviour during the session) during exploratory than during prescriptive therapy. There was greater use of question, information and general advisement (guiding the patient's behaviour outside the session) during prescriptive than during exploratory therapy. These significant effects varied in magnitude from a twofold to a sixfold difference between treatments, and outweighed differences between therapists. In addition, therapists were 50% more verbally active in prescriptive than in exploratory therapy, as revealed by the mean number of units of therapist speech per 8 minutes of therapy. Since each therapist was equally represented delivering both treatments, these findings confirm that the Conversational Model entails a distinctive set of techniques rather than simply reflecting the conversational style of therapists who choose to practise it.
Treatment outcomes
Shapiro and Firth' document the substantial gains shown over treatment as a whole, which were maintained at the three-month follow up. For example, 38 patients were 'cases' (PSE Index of Definition 5 or 6) at intake, but only 12 remained so by the end of treatment. The mean PSE symptom total declined from 22 at intake to 10 at follow up. On each of the three clinical measures of outcome (PSE, BDI and SCL-90), around half the patients obtained scores at follow up that were more than two standard deviations below the mean of the intake scores, indicating that they could no longer be regarded as members of the intake population.
The comparison of changes in the two treatments suggested a marginal superiority of the prescriptive therapy. The absolute magnitude of the difference was impressive only on the SCL-90, which showed more than twice as much improvement during prescriptive than during exploratory therapy. Typical of the remaining measures was the PSE symptom total, which fell by a mean of about 4.5 symptom points during exploratory and 6.5 symptom points during prescriptive therapy. Differences between the two treatments were statistically significant in only a minority of the comparisons made, despite the sensitivity of the study design to such treatment effects. An additional finding of this study was that the combined effects of the two types of treatment were similar for the two orders in which they were offered to individual patients. This suggests that eclectic treatments can combine these two approaches in either order without any loss of efficacy.
In this context of substantial overall improvement, the 8 Conversational Model (exploratory) sessions are seen to have contributed to the gains made by the patients as a group. The difference in outcomes from the comparison treatment, based on methods which are well supported by prior research14, was modest on most measures. Several individuals improved more during exploratory than during prescriptive therapy. However, the statistical comparisons suggested that the prescriptive treatment was somewhat more effective, on the average, than was the exploratory therapy. Yet, this difference was too small on most measures to be counted clinically significant. In addition, 8 sessions may be too few for the Conversational Model to attain its maximum effectiveness, with existing defences unsettled but there being too little time in which to establish new ways of coping. Furthermore, assessment directly after the end of treatment may be disadvantageous to the Conversational Model, as the patient is at that time coping with the immediate aftermath ofthe loss oftherapeutic relationship. It is therefore possible that a delayed measure ofeffectiveness, unconfounded with any alternate treatment, would be more favourable to the Conversational Model. In addition, the measures used may be insufficiently sensitive to intrapsychic change, although it is noteworthy that even SE data tended to favour prescriptive therapy.
This study demonstrates the feasibility of experimental comparison between the Conversational Model and other treatments with patients suffering from minor affective disorders. Definitive evaluation of its effectiveness requires further comparative trials with longer-term assessment ofeffects, and possibly the inclusion of minimal or standard treatment controls.
An important complement to such outcome trials is identification of helpful ingredients and investigation of treatment mechanisms via the concurrent analysis of the contents and short-term impacts of each session of treatment, and their relationships with final outcome34. To that end, the Sheffield Psychotherapy Project incorporates measures of therapy processes and short-term impacts which will be empirically related to the outcome data reviewed here. These include analyses of verbal response modes used by patients and therapists throughout each of some 50% of the treatment sessions35'36, evaluations of the immediate impact of each session37 -39 and week-to-week changes in self-rated target problems"0. The Conversational Model, with its well-defined constituents, is well-suited to such empirical analyses, which should enable us to determine which of these constituents is indeed therapeutic, and under what circumstances.
Conclusion
The work described in this paper, from two research centres, has shown that the Conversational Model entails specifiable therapist behaviours which can be readily taught to trainee psychiatrists, and that the clinical effectiveness of an 8-session implementation of the model bears comparison with that of a similar package based on empirically grounded cognitive and behavioural principles. This work shows that it is possible to refine this person-centred method of therapy using modern methods of evaluative, process-outcome research in realistic clinical settings without compromising the essential, personal emphasis of a model derived from the therapeutic practice of its originator. The Conversational Model thus represents a significant step towards placing the person-centred therapies on a scientific footing.
